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This article explores the core midwifery skill of fetal presentation assessment from 
the perspective of women’s meanings and experiences, including the social and 
relational aspects of antenatal palpation. Brief background information is provided, 
explaining the clinical purpose of determining presentation antenatally, and the key 
debates surrounding the available interventions applied when babies present breech, 
eg. external cephalic version and caesarean section. In order to make the screening 
process transparent, women need to know the accuracy (or rather, inaccuracy) of 
abdominal palpation, and what her options will be if her baby is found to be 
presenting breech, either before or during labour. Specialist midwifery care may help 
meet women’s increased needs for counselling and reassurance, and provide 
continuity throughout the breech care pathway, which for low-risk women begins with 
palpation. 
 




From 33 weeks, there is almost a 3:4 chance overall that a breech baby will remain 
breech, and many women will want to be considering their options by this point. 
 
The clinical value of detecting breech babies antenatally, in terms of improved 
outcomes, is highly dependent on whether ECV is offered, accepted and performed 
with a high degree of success, factors known to be highly variable. 
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Antenatal detection of breech presentation is associated with a significant level of 
anxiety for women. However, provider’s ways of speaking about breech influenced 
women’s experiences, and a more supportive stance to all three options (ECV, VBB, 
CS) may result in less anxiety in the final weeks of a known breech pregnancy.  
 
The UK clinical collective has remained comfortable with a certain degree of 
uncertainty when it comes to diagnosing all breech presentations antenatally. 
Whether an individual woman will be comfortable with this uncertainty is likely to 
depend on her general approach to pregnancy and childbirth, as well as the 
approach of her providers. 
 
Women reveal themselves physically for each abdominal examination, and the 
emotional and psychological effects of this exposure and vulnerability should not be 
underestimated. 
 
In woman-centred care, the core midwifery skill of palpation is used mindfully and 
holistically, taking into consideration what knowing her baby’s position will mean for 
this individual woman, and how this information can help her meet her needs, 
aspirations and expectations for this pregnancy. 
 
Note on Figure 1: Wiley & sons have given me permission to use the figure.  
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The assessment of fetal presentation by abdominal palpation is a fundamental 
antenatal care skill, in which the midwife (or doctor) uses her/his hands to gently feel 
the position of the baby through the mother’s abdomen, in order to assess which way 
the baby is lying in the uterus. The clinical purpose of this activity is to enable 
appropriate interventions to be offered and care to be planned. In their 2008 
Antenatal Care guideline, the National Institute for Health and Clinical Excellence 
(NICE) recommend: 
Fetal presentation should be assessed by abdominal palpation at 36 
weeks or later, when presentation is likely to influence the plans for the 
birth. Routine assessment of presentation by abdominal palpation should 
not be offered before 36 weeks because it is not always accurate and may 
be uncomfortable (NICE, 2008:276). 
 
The purpose of this article is to explore how the process of assessing presentation in 
routine antenatal care can reflect NICE’s ambition of woman-centred care (p 37), 
which can be understood as ‘care which focuses on the woman’s individual needs, 





External cephalic version (ECV) is a procedure to turn the baby to a head-down 
position in the uterus, appropriate to offer primigravidas from 36 weeks and 
multigravidas from 37 weeks (RCOG 2006a). ECV can be performed by an 
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obstetrician or a specially trained midwife (Taylor & Robson 2003). NICE suggest that 
a well-performing ECV service has the potential to reduce the caesarean section 
(CS) rate by 1% overall, if all women are offered ECV and the success rate is 50% 
(2008), and ECV is therefore a maternity service quality indicator (Kuku & Bewley 
2006). 
 
If ECV is unaccepted, unsuccessful or unavailable, a planned CS is offered (RCOG 
2006b, NICE 2008). Planned CS are recommended based on the findings of the term 
breech trial (TBT). Hannah et al (2000) found reduced short-term morbidity and 
mortality for babies who were born by CS than those who were born vaginally. While 
this trial informs many national guidelines, the results are far from universally 
accepted and the consequences have been the subject of much criticism and debate 
since its publication (Kotaska 2004, Glezerman 2012). In addition, the long-term 
outcomes for the TBT showed no difference at two years of age between those 
babies born after planned vaginal birth and those who planned a CS (Whyte et al 
2004). 
 
Breech presentation is associated with an increased risk of both cerebral palsy 
(Anderson et al 2009, Morken et al 2010, O’Callaghan & MacLennan 2013) and 
congenital anomaly (Mostello et al 2014); neither of these associations are reduced 
with ECV or CS (Morken et al 2010, O’Callaghan & MacLennan 2013). The aim of 
this article is not to debate the most appropriate course of action or method of 
delivery but to discuss how, given these complexities, the screening process for 
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breech presentation might be more transparent and, ultimately, more woman-
centred. 
 
Making the screening process transparent 
 
Abdominal palpation is a screening process, through which likely non-cephalic 
presentations can be identified. The accuracy of this process is affected by the 
gestation at which it is performed, as most babies present breech at some point (20% 
at 28 weeks), before turning head-down spontaneously by the end of pregnancy (3-
4% remain breech) (RCOG 2008b). However, the evidence indicates that breech 
presentation at any point in the third trimester is associated with an increased 
likelihood that the baby will be breech at the time of birth (Tadmor et al 1994), a 
possibility many women may want to take into consideration as they are attending 
antenatal classes and considering their birth plans. The likelihood that babies will 
remain breech is stronger for primigravidas and multigravidas who have had previous 
term breech presentations (Westgren 1985, Fox & Chapman 2006, Ben-Meir et al 
2007, Witkop et al 2008). 
 
From a woman’s perspective, the available data indicate that if her baby is presenting 
breech at any point in the third trimester, she has at least a 1:3 chance that the 
presentation will remain breech if she is a primigravida or mulipara with previous 
breech delivery, and an approximately 1:5 chance that it will remain breech if she is a 
multipara with previous cephalic deliveries. From 33 weeks, 66% of breech babies of 
primigravidae will remain breech at term (Fox and Chapman 2006) (Figure 1.) 
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However, from the institutional perspective, referral to consultant care prior to 36 
weeks is inappropriate, as no evidenced-based intervention is available until that 
point. 
 
In the ‘Heads Up Clinic’ model, developed by the first author, this gap in perspectives 
is bridged by offering simple presentation scans and specialist midwifery counselling 
to women whose babies are thought to be breech after 33 weeks. The counselling is 
usually conducted in groups so that women also benefit from peer support. Survey 
feedback has indicated that women appreciate the additional time and support in 
their decision-making process. 
 
Guittier et al’s (2011) study of women’s experiences of breech presentation explored 
how women need caregivers to go beyond information on the risks and benefits, to 
spend time listening to women’s expectations, creating spaces for dialogue and 
allowing additional time for reflection.  The time such woman-centred care requires 
may be more than a referral after 36 weeks makes possible. 
 
How important is diagnostic accuracy? 
 
Because abdominal palpation is already a standard part of antenatal care, 
presentation is easily and inexpensively assessed in the community. Unfortunately, 
this method is also highly inaccurate. As with any screening process, this information 
should be made clear. 
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The sensitivity (true positive) rates and the specificity (true negative) rates of 
abdominal palpation vary among providers, and predictably, more experienced 
clinicians are more accurate (Thorp et al 1991, Lydon-Rochelle et al 1993, Flamm & 
Ruffini 1998, Watson et al 2004, Nassar et al 2006). At population level, 
approximately 70% of referrals for suspected breech presentation from the 
community are determined on ultrasound examination to be cephalic (Simpson, 
2014). Approximately 25-30% of all breech presentations are missed, eg. thought to 
be cephalic – false negatives. As a result approximately 1:100 women go into labour 
with an undiagnosed breech presentation, and the false reassurance of having been 
assessed as head-down by their midwives (Vause et al 1998, Walker 2013). 
Unstable lie and late spontaneous podalic version account for a very small 
percentage of these cases (less than 1%, Fox & Chapman 2006). 
 
In response to this general inaccuracy, universal third trimester ultrasound has been 
recommended by some (Vause et al 1998, Nassar et al 2006); however, the issues of 
cost, resources and the long-term effect on mother and baby of extra ultrasounds 
have not been fully evaluated (Macdonald 2006). Additionally, studies of outcomes 
for otherwise low-risk babies whose breech presentation remains undiagnosed until 
the start of labour have all shown an increased likelihood of vaginal birth (eg better 
outcome for mother) and similar outcomes for babies (Nwosu et al 1993), even when 
successful ECVs are factored into the equation (Leung 1999), reflecting what a 
recent Cochrane review describes as ‘uncertainty about the clinical value’ (Bricker et 
al 2008, p 4) of ensuring we detect all breech presentations. 
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The consequences of detection 
 
In order to understand the purpose of palpation for presentation, a woman needs to 
know what will happen if her baby is found to be breech. The clinical value of 
detecting breech babies antenatally, in terms of improved outcomes, is highly 
dependent on whether external cephalic version (ECV) is offered, accepted and 
performed with a high degree of success, factors known to be highly variable (Kuku & 
Bewley 2006, Rosman et al 2013, Vlemmix et al 2013). In a hospital with a poorly 
performing or non-existent ECV service, which does not support the option of vaginal 
breech birth (VBB), antenatal detection offers minimal advantage. Women may just 
as well be informed they will be offered a caesarean section if their baby is found to 
be breech on arrival in labour. Waiting to go into labour will result in the maximum 
chance that the baby will turn head-down spontaneously (Ben-Meir et al 2012), and 
for mother and baby to experience the positive effects of labour (Sinha et al 2011). 
However, some women may have a strong preference for a CS and wish to know 
conclusively in order to plan one as soon as clinically appropriate (Say et al 2013). 
This approach should also be supported, and women should have access to bedside 
ultrasound confirmation if they wish. Such scans can be provided by midwives. 
 
In contrast, in a hospital where a significant level of skill is maintained and vaginal 
breech births are well supported, an otherwise low-risk woman may wish to consider 
whether she would opt for an ECV or caesarean section (CS) before deciding 
whether she would like more than her midwife’s opinion of her baby’s presentation. If 
she would not accept an ECV and would prefer a vaginal birth, antenatal diagnosis of 
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breech presentation may increase her likelihood of having a CS without evidence of 
improving the outcome for the baby (Nwosu et al 1993, Leung 1999). 
 
Antenatal detection of breech presentation is also associated with a significant level 
of anxiety for women (Founds 2007, Guittier 2011), and some may prefer to ‘go with 
the flow’ of events, although this approach may be more appropriate for a woman 
planning to give birth in a co-located midwifery-led unit than a woman planning to 
give birth at home. However, Founds (2007) and Guittier et al (2011) also observe 
that provider’s ways of telling women about breech influenced women’s experiences, 
and a more supportive stance to all three options (ECV, VBB, CS) for breech may 
result in less anxiety in the final weeks of a known breech pregnancy.  
 
Rather than suggesting that breech presentations should be ignored until labour, the 
purpose of these examples is to illustrate why the clinical consequences of all 
antenatal screening activities should be made clear to women in advance. Women 
should also be informed of their hospital’s rate of undiagnosed breech, and what the 
options will be should this occur in labour, for those who wish to consider this 
possibility in advance. The UK clinical collective has remained comfortable with a 
certain degree of uncertainty when it comes to diagnosing all breech presentations 
antenatally. Whether an individual woman will be comfortable with this uncertainty is 
likely to depend on her general approach to pregnancy and childbirth, as well as the 
approach of her providers. 
 
Other risks and benefits 
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Women may desire knowledge of her baby’s position for many other reasons 
throughout the third trimester. Many of the complementary therapies very popular 
among women, such as moxibustion, have a higher rate of success when used prior 
to 36 weeks (Manyande & Grabowska 2009, Tiran 2010, Guittier 2012). Additionally, 
recent research has suggested that teaching women to self-palpate themselves and 
identify their baby’s position throughout the third trimester may positively influence 
the mother-infant relationship (Nishikawa 2013). 
 
In their review of ‘Women’s experiences of abdominal palpation in pregnancy,’ Blee & 
Dietsch (2012) found that the touching experienced during palpation has relational 
significance for both women and midwives that reaches well beyond fetal 
surveillance. Women reveal themselves physically for each abdominal examination, 
and the emotional and psychological effects of this exposure and vulnerability should 
not be underestimated. If women receive little information about the purposes of the 
procedure, if the midwife’s manner is aloof, her touch rough and uncomfortable, her 
revelation of possible breech presentation anxiety-provoking, this will undermine the 
woman’s confidence in her midwife, and possibly herself.  
 
Olsen (1999) suggested some potential benefits of a ‘woman-centred approach to 
palpation,’ many of which are echoed in Lorna Davies’ more recent exploration of 
midwifery knowledge and practice of abdominal palpation (2010): 
• Establishing trust between a woman and her midwife 
• Promoting bonding between a woman and her baby 
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• Supporting a woman’s belief in her ability to grow and nurture her 
baby, and in the normality of birth 
• Encouraging a woman to respect, marvel at and delight in her own 
body 
• Acknowledging a woman’s expertise in her baby’s health 
• Showing respect for and further a woman’s belief in herself as an 
independent, autonomous adult (Olsen, 1999:14) 
Olsen also noted that women often desire information about the baby’s position: “It’s 
nice to know which bump is what!” and “I always ask which way the baby is lying” 
(1999:14). These needs are not confined to a point in pregnancy considered clinically 
significant. 
 
A midwifery model of breech antenatal care? 
 
A woman-centred approach to abdominal palpation begins with offering a woman 
choice about whether she would like her abdomen palpated, when and for what 
reasons. In woman-centred care, the core midwifery skill of palpation is used 
mindfully and holistically, taking into consideration what knowing her baby’s position 
will mean for this individual woman, and how this information can help her meet her 
needs, aspirations and expectations for this pregnancy. 
 
In such relationally-oriented antenatal care, the process of abdominal palpation also 
includes the provision of consistent and balanced information about breech 
presentation and the effects this may have on the woman’s birth choices, presented 
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in a supportive context.  In the absence of other abnormalities, the majority of breech 
babies can be seen as ‘an unusual variation of normal,’ rather than a threat to fetal 
wellbeing (Cronk 1998, Evans 2012), and many women appreciate this reassuring 
perspective. 
 
Nonetheless this variation is one that may eventually require collaborative care with 
obstetric colleagues in order to offer additional options to women, depending on their 
needs and expectations. Ensuring continuity of midwifery care and advocacy 
throughout this process, and facilitating a greater informed involvement of midwives 
in the care provided to women with breech-presenting babies, may help to keep the 
woman, rather than the perceived ‘abnormality,’ at the centre of care provision and 
ensure all women have a range of viable choices when their babies present breech at 
term. 
 
Recommendations for Practice 
• Women should have access to a midwife’s opinion of her baby’s position and 
presentation throughout the third trimester. 
• All women should have access to bedside ultrasound confirmation of 
presentation from 36 weeks if they wish. 
• Women should receive information about: the success rate of the local ECV 
service; the support available for vaginal breech birth locally or by referral to 
another Trust; the risk of breech presentation being diagnosed for the first time 
in labour, and the available options should this occur. 
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• Midwives should bear in mind the social and relational implications of 
antenatal palpation. 
• Specialist midwifery care may help meet women’s increased needs for 
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